The most surprising aspect of Dr Robertson's paper (1) is the use of the term 'senility' which in the more southerly of our two kingdoms has been extruded from polite and scientific parlance along with 'imbecility' and 'cripple'.
Less surprising is the observation that most people think they would not want to be resuscitated if they became demented. This does not solve the ethical problem for doctors and nurses caring for demented patients. Dementia changes people; although it may be distressing for friends and relatives to see, say, a sometime professor of physics smiling upon his fingers' ends and delighting in a piece of chocolate, he, and not the man he once was, is the patient.
What if he seems perfectly happy? Our parliaments are not allowed to bind their successors, should our selves be empowered to do so? Demented people are presumably still people even if they are unable to formulate and express their present views on life and death as clearly as could their former selves.
In clinical practice in England demented patients are rarely subjected to cardiopulmonary resuscitation but the issue is not infrequently encountered in deciding whether a demented patient with pneumonia should be offered antibiotics. The underlying problem is therefore a practical one, but Dr Robertson's methodology does not help us to a solution. (2) . This is a reasonable challenge and one I accept.
Reference
I argue that egalitarian theory is more likely to achieve distributive justice than the utilitarian or collectivistic method reiterated by Callahan (1, 2) . Using egalitarian theory, the aim of rationing is not for some 'aggregated good', but rather for the evening out of individual needs and interests. Individuals are regarded as ends in their own right, independently of everyone else, and treated according to the equal satisfaction of their needs and interests.
Rather than being an unpleasant way of rationing, I believe medical care could be substantially improved and produce greater client satisfaction, while costing less, if the egalitarian principle were applied to the allocation of autonomy and resources. Strategies which emerge, some of which Callahan would probably approve, include: 1) Proper definiitioni of goals of treatnient: The goals of medical treatment should be negotiated with the patient. When faced with an ill patient, physicians see a need or duty to do something. Too often, however, treatments are prescribed without proper regard for what the patient wants or regards as important for the satisfaction of his or her needs and interests. Doctors tend to use expensive, technological interventions because of their familiarity and the lack of knowledge about palliative alternatives. For example, a doctor may treat a patient with advanced cancer as if cure were a possibility, prescribing invasive, aggressive treatments, when the patient, if offered an informed choice, might opt for a palliative approach which would produce greater satisfaction at reduced cost. Also, because of the fragmentation of medical care into specialties, each physician is likely to promote his or her own brand of intervention. For the same cancer patient, a radiotherapist is inclined to prescribe radiotherapy, an oncologist will promote chemotherapy, and a surgeon may advise that surgery is the best option and so forth ('to a hammer everything looks like a nail'), and the patient may end up on a round from one specialist to another.
The paradigm of medical decisionmaking has been shifting in recent decades, from physician dominance to patient participation. The enthusiasm of some doctors for unilaterally prescribing treatments, without due regard for the wishes of patients, has had to be curtailed. Policies about informed consent, for example, and the widespread introduction of natural death legislation have enabled patients to have more say in choosing their treatment. Advance directives and DNR policies also encourage the involvement of patients in setting appropriate goals. A more educated and empowered patient population, an improved awareness of the palliative mode of care, a co-ordinated multidisciplinary approach, and improved medical communication skills will lead to treatment that better meets the needs and interests of patients, and at less cost. 2) Futile treatments should be curtailed:
The medical options presented to patients for consideration should not include futile treatments. If a patient requests expensive yet futile treatments then the doctor is obliged to discuss the situation with a view to refusing the patient's request. The principle of patient autonomy cannot be regarded as absolute, and it must be tempered with medical reasoning and consideration of the opportunitycost to other patients. If futile treatments are withheld and withdrawn, the cost-effectiveness of medical care will be improved.
3) Voluntary euthanasia: A small but significant group of terminally ill persons want medical aid to die, even despite the optimal provision of palliative care. Respect for their autonomy and compassion for their suffering are crucial features of voluntary euthanasia. Although euthanasia should never be performed for economic reasons, savings would clearly result from its practice. 'Rational' can be used in the sense of 'capable of rational thought' or in the sense of 'thinking and deciding rationally on a particular occasion'. It is possible for someone who is rational in the first sense, to think and decide irrationally on some occasion. Someone (and perhaps only someone) who is rational in the first sense could be irrational in the second way. That is how I propose to describe an akratic person. There is a corresponding distinction between the question whether someone is autonomous in that he/she is capable of thinking and deciding autonomously in general and the question of whether he/she is thinking and deciding autonomously on a particular occasion. It is the second question that interests me in the case of the akratic patient. Gillon also attacks my argument (which he spells out far more carefully than I did myself) on the grounds that it depends on the implicit premise that akratic action is irrational action and that premise is false. 'Rational', he thinks means simply 'based on reason' rather than 'based on the best reason' and as long as the akratic agent has reasons of some sort he qualifies as
